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a cross-sectional survey
Jim Crabb1,2,3*, Robert C Stewart2,3, Demoubly Kokota2,3, Neil Masson2,3,4, Sylvester Chabunya2
and Rajeev Krishnadas5Abstract
Background: Stigma and discrimination associated with mental illness are strongly linked to suffering, disability and
poverty. In order to protect the rights of those with mental disorders and to sensitively develop services, it is vital
to gain a more accurate understanding of the frequency and nature of stigma against people with mental illness.
Little research about this issue has been conducted in Sub- Saharan Africa. Our study aimed to describe levels of
stigma in Malawi.
Methods: A cross-sectional survey of patients and carers attending mental health and non-mental health related
clinics in a general hospital in Blantyre, Malawi. Participants were interviewed using an adapted version of the
questionnaire developed for the “World Psychiatric Association Program to Reduce Stigma and Discrimination
Because of Schizophrenia”.
Results: 210 participants participated in our study. Most attributed mental disorder to alcohol and illicit drug abuse
(95.7%). This was closely followed by brain disease (92.8%), spirit possession (82.8%) and psychological trauma
(76.1%). There were some associations found between demographic variables and single question responses,
however no consistent trends were observed in stigmatising beliefs. These results should be interpreted with
caution and in the context of existing research. Contrary to the international literature, having direct personal
experience of mental illness seemed to have no positive effect on stigmatising beliefs in our sample.
Conclusions: Our study contributes to an emerging picture that individuals in Sub-Saharan Africa most commonly
attribute mental illness to alcohol/ illicit drug use and spirit possession. Our work adds weight to the argument that
stigma towards mental illness is an important global health and human rights issue.Background
Stigma can be defined as a sign of disgrace or discredit,
which sets a person apart from others [1]. The experi-
ence of stigma is characterized by shame, blame, secrecy,
being the “black sheep of the family”, isolation, social ex-
clusion and discrimination. The stigma and discrimin-
ation associated with mental illness has been strongly
associated by the World Health Organisation (WHO)
with suffering, disability and poverty [2]. It is a major
barrier to treatment and the prevention of suicide [1,3].
Stigma is also a major reason why sufferers of mental ill-
ness fail to acknowledge their illness and it has been* Correspondence: jcrabb1@nhs.net
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reproduction in any medium, provided the ordescribed as the underlying factor mitigating against the
social re-integration of those recovering from mental
illness [4,5].
Early work in the field suggested that stigma might be
less common in Africa, particularly in Muslim countries
[6]. Evidence to discredit this view (or “contrary to this
view”) began to emerge from Islamic states such as Mo-
rocco where stigma was found to be a major burden to
families [7]. In general there is a paucity of research
available concerning attitudes towards mental illness in
Africa and what there is tends to be drawn from vastly
different areas of the continent. It has been suggested
that the early observations about a lack of stigma in Af-
rica were due to a lack of research on the ground rather
than a more culturally receptive attitude to mental ill-
ness [2]. Indeed more recent studies from across Africa
have suggested that the experience of stigma may betd. This is an Open Access article distributed under the terms of the Creative
ommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and
iginal work is properly cited.
Table 5 Social distance practices and mental illness
Social distance practices Percentage
(number)
holding belief
Percentage
(number) not
holding belief
Are you afraid to have a
conversation with the mentally ill
63.3 (133) 36.7 (77)
Would you be upset or disturbed
about working with the mentally ill
33.8 (71) 66.2 (139)
Would you be able to maintain a
friendship with the mentally ill
68.5 (144) 31.4 (66)
Would you be unwilling to share a
room with the mentally ill
40.6 (85) 59 (124)
Would you be ashamed if you were
related to a mentally ill person
and people knew
8.1 (17) 91.9 (193)
Would you be prepared to marry a
mentally ill person
18.6 (39) 81.4 (171)
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alcohol or illicit drug use, therefore the majority view
found in our sample is not factually correct. In most
Sub-Saharan African societies alcohol and illicit drug use
are viewed negatively and are considered due to moral
failings on the part of the user. This may also be why
many participants attributed mental illness to spiritual
processes.
More of our sample attributed mental illness to Gods
punishment compared to participants in West Africa
(21.9% in Malawi compared to 9.3% in Nigeria). In Ni-
geria, religious-magical views of causation have been
found to be more associated with negative and stigma-
tizing attitudes to the mentally ill compared with bio-
logical explanations [20]. Spiritual explanations have also
been found for mental states due to physical illness such
as delirium in this region [21]. These beliefs may also ex-
plain why many cases of mental illness in Sub-Saharan
Africa are treated punitively or outside of the Western
Health care systems, for example, via traditional or faith
healers. Our findings regarding drugs and alcohol and
spiritual matters as the most popular causes of mental
illness are therefore a concern, as they reflect a potential
for discrimination and non-medical treatment or at its
worst, maltreatment.
One notable difference in our results from other work
in West Africa is the more frequent attribution of men-
tal illness to brain disease (92.8% in Malawi versus 9.2%
in Nigeria). Once again the differences observed between
Nigeria and Malawi may reflect the different populations
sampled. Whilst we are not aware of any direct health
promotion strategies regarding mental health and mental
illness in the Malawian clinics, it seems reasonable that
a population attending these services will be more
attuned to a medical model of causation. The strong at-
tribution of mental illness to brain disorders doeshowever appear contradictory considered alongside the
equally strong spiritual attributions given by participants
for mental illness (such as spirit possession and mental
illness being a punishment from god). While in Western
traditions, the mind and body are traditionally consid-
ered as distinct entities, this may not be true in Malawi.
It is possible that spiritual possession is believed to influ-
ence the brain directly. Further qualitative research is
needed to better understand the culturally specific inter
relationships between these explanations for mental
illness.
Malawi is currently ranked 153 of 169 on the latest
UN Development Index and Category E (very high mor-
tality) on the WHO mortality register. It is therefore per-
haps surprising that only around half of our sample
(43.3%) endorsed poverty as a cause of mental illness.
Furthermore those defined as existing in poverty did not
more readily attribute mental illness to poverty than
their more affluent counterparts. The reasons for this
may be two fold. If most of a population exists in relative
poverty, then it may be hard for those within the society
to consider poverty as a contributing factor for an illness
which only affects a minority. In developed economies,
though a diagnosis of mental illness can carry stigma, it
can also entail sympathy (from some quarters), treat-
ment from established health services and support from
the welfare state. These factors are far from the estab-
lished norm in Malawi where destitution may await
those with mental illness. It is possible that those in a
state of poverty are reluctant to consider that they may
be at risk of an even worse fate.
Only a quarter of our respondents believed mental ill-
ness could be treated outside of the hospital setting. On
one level this is to be expected as around half our sam-
ple consisted of patients and their carers attending
established mental health clinics at a major teaching
hospital in an urban centre. The population in our sam-
ple may therefore have been self selected to have a more
positive or biased view towards hospital treatment. How-
ever our finding may reflect the reality that there is very
little community mental health care in Malawi. Respon-
dents may simply not have been aware of any alternative
to treatment in a hospital. They may also have had con-
cerns about the reality of treatment in a less specialised
centre.
With regards to social distance and mental illness, very
few of our respondents would have been ashamed if
someone in their family experienced mental illness and
most were prepared to maintain a friendship with some-
one who had been mentally ill. However, our respon-
dents seemed to be less prepared to consent to
increasing social intimacy with someone who had
experienced mental illness. Less than half were prepared
to share a room with someone who had experienced
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prepared to consider marriage. Since genetic factors
were believed by half of our participants to be a cause of
mental illness, fears about mental illness being passed
on to future offspring may have influenced these
findings.
Our study found less stigmatising beliefs in terms of
social distance compared with Nigerian samples (8.1% of
our sample compared with 82.9% in Nigeria). This may
be explained by the fact that half of our sample had ei-
ther personally experienced mental illness or were
related to someone who had. Promoting direct personal
contact between individuals experiencing mental illness
and the general public has been shown to reduce stigma
[22-24]. Stigma / increased social distance have also
been found to be correlated with a lack of personal con-
tact with mental illness in three Nigerian studies [25-27].
It is possible that many in Gureje’s Nigerian community
sample had not had this personal experience compared
to our population. This does not however explain why
we found no difference in stigma scores between psychi-
atric and non psychiatric clinic attendees. According to
the available evidence it would be expected that those
attending psychiatric clinics would have had more per-
sonal experience of living with mental illness and so ex-
press less stigmatising beliefs than those participants
attending medical and surgical clinics. In Nigeria psychi-
atric patients have been found to experience high self
stigma rates of up to 21.6% and this phenomenon may
explain the lack of difference in stigma scores found be-
tween mental health and non mental health clinic atten-
dees in our results [28].
Our study has some limitations. It is possible that our
sample population, consisting of literate persons attend-
ing an urban centre teaching hospital may not be repre-
sentative of Malawi as a society and so limits the
generalisability of our results. The role of demographic
variables in stigma (and therefore any potential bias in
our sample) is far from clear from the existing research
that has been performed in Africa. Studies from Nigeria,
Ghana and Ethiopia suggest that urban dwelling and
higher education correlates with biological/ psycho-
logical attributions for mental illness and lower stigma
scores [25,29,30]. However, the most robust study in
West Africa by Gureje et al found no correlation be-
tween any demographic variable, including urban, semi
rural and rural dwelling [10]. Any associations between
stigmatising beliefs and demographic groupings found in
our study therefore need to be interpreted with extreme
caution. Though it is possible that older participants
were indeed more conservative and so were more likely
to consider those with mental illness a nuisance, and
that younger participants might have had more experi-
ence of alcohol and illicit drugs as a direct cause ofmental illness (as was shown in our results), it needs to
be borne in mind that we found no consistent differ-
ences in stigmatising beliefs between demographic
groups, only single question associations. Ultimately we
can only speculate as to why participants held the par-
ticular views or attitudes regarding mental illness they
expressed in our study. This is due to the limitations of
a quantitative study design. Whilst our study is an im-
portant first step in clarifying what patients and their
carers think about mental illness in Malawi further
qualitative work is required to deepen our understanding
of this important issue.
Conclusions
There is a marked discrepancy in explanatory models of
mental illness between Africa and the other parts of the
world. In a review of the literature the general public
internationally were found to prefer psychosocial to bio-
genetic explanations for mental illness [12]. Our study
contributes to an emerging picture that this is not the
case in Africa where most individuals attribute mental
illness to alcohol/ illicit drug use and spiritual causes.
Our work continues to add weight to the argument that
stigma towards mental illness exists across the globe, in-
cluding Africa where unique culturally appropriate inter-
ventions will need to be developed.
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